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4. Almost all are fatal; the ones due to severe infection in a few 

days; the septic ones in a few weeks. The first variety have a leuko¬ 
cytosis of .15,000 or over, the latter usually below that number 
some being very slight 3 

5. Emboli and hemorrhages are of frequent occurrence, and may 

be fatal in their results. 3 

i.i Theurine usually shows evidence of nephritis; it may contain 
blood and pus from hemorrhage or infarct 
,. Treatment is usually unavailing, excepting the serum therapy, 
winch is of uncertain value. ' 

the disease^ a " d y ° Ung children seem to be almost ex empt from 

The thirty-two cases cited here were published at greater length 
m the Report of the Presbyterian Hospital (New York) for 1904- 
they occurred in the hospital during the past ten years. 
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ANGIONEDEOTXC CEDEMA. 

REPORT OF TWO CASES WITH THE HISTOLOGY OF A PORTION OF THE 
GASTRIC MUCOSA OBTAINED BY THE STOMACH-TUBE. 

By Roger S. Morris, A.B., M.D 

iNBTHuerpH ih im to. mnvmnr or uxcmoAi,. ax* aaaoa. 

(From the Clinic of Internal Medicine, Dr. Dock.) 

In recent years considerable attention has been given to a disease 
which was first described accurately in 1882 by Quincke, 1 who 
gave to it the name “acute drcumscribed oedema of the skin.” 
Strubing, an early student of this disease, proposed “angioneurotic 
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oedema” as a more fitting designation for the symptom-complex, 
basing his choice on the supposed etiology of the condition. The 
latter name is the one by which it is generally known at present. 
It is a disease characterized by transient swellings in various parts 
of the body, as, for example, in the skin of the extremities, of the 
face, in the mucous membranes of the mouth, pharynx, and larynx. 
Severe gastrointestinal symptoms of comparatively short duration 
often accompany the visible swellings or alternate with them. 
Heredity plays a prominent role in the etiology; the duration of the 
disease is variable, but usually chronic. It is not my purpose, 
however, to discuss the various manifestations and phases of angio¬ 
neurotic oedema—a disease which, in many of its aspects, still 
belongs to the future for determination, but rather to call attention 
to the gastric features of this condition, drawing particular notice 
to Case II., in which it has been possible for the first time, in so far 
as I can determine, to make a histological examination of the gastric 
mucosa during an attack involving the stomach. To this end the 
following histories are given: 

Case I.—F. B., a farmer, American, aged thirty-nine years, 
married, was brought to the University Hospital by Dr. Snyder, 
of Hanover, Michigan, bn June 21, 1904. The following notes 
were dictated by Dr. Dock while examining the patient with the 
clinical staff: 

The patient complains of pain in the epigastrium and swelling 
in different parts of the body. He describes the pain as beginning 
in the epigastrium and spreading sometimes around to the right 
side, but never into the shoulder-blade or shoulder or downward. 
He has had these pains as long as he can remember; they come on 
without cause, and are accompanied by nausea and vomiting. He 
has them about once a month, at times as often as once a week; 
they have been somewhat more frequent this year than formerly. 
The pains last four to five hours. Morphine alone relieves them. 
By the next morning, he is always ready to go to work. 

As long as the patient can remember he has also had attacks of 
swelling in the hands and feet, rarely in the face, but he has had 
the eyes swollen shut, e. g., one week ago, when the upper lip was 
also swollen so that it was about one inch thick. He has also had 
swelling of the larynx so that he can hardly speak; sometimes he 
feels swelling without pain in the epigastrium; sometimes feeling 
of “clogging” under'the sternum. At times the penis swells. The 
tongue is never swollen. About twenty years ago he had hiema- 
turia; he does not remember what the blood looked like, but thinks 
it was present in the urine about one week. He thinks he has passed 
no blood since then, but the urine is “usually red.” Two or three 
times this year he has passed blood in the stools. The general 
health of the patient has not been affected. Weight and strength 
show no change. 
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Status Proven*. Patient has a large frame, moderate pannic- 
ulus; muscles large, but rather soft. Skin over body of natural 
color. Face, neck and ears very red. Nose, cheeks, and chin 
show many enlarged venules. Slight rosacea of nose. Over right 
hand and ivrist skin shows large pigmented areas, with red between, 
but no swelling. The left hand and forearm are swollen and the 
skin is red; there is a slightly elevated red patch on the front of 
the forearm from the upper one-third and from the inner side to 
the line of the radia artery. The ball of the thumb is considerably 
swollen, feeling thicker and tenser than the right thumb and show- 
mg the marking of the epidermis more plainlv. Palmar surface of 
left thumb is tense, red, and cyanotic. On back of hand moderate 
swelling, but not very much redder than right hand. Patient says 
there is itching when the swelling begins; otherwise feels nothing 
abnormal but a sense of tightness. Color of hands not much affected 
by a change of position. 

Thorax is well formed; upper part of sternum and costal Car- 
Wages rather prominent; lower part of sternum slightly depressed. 
Fpigastnc angle very wide. Apex beat not distinctly seen, but 
there is a pulsation in the fourth intercostal space one inch inside 
the nipple. Heart dulness begins on the fifth rib, extends from 
left parasternal to left sternal line. Auscultation: heart sounds 
moderately strong and clear. Radial pulse: artery easily felt, is 
taLioTloT’ "° lrregular thickeni "g; pulse rather small, regular. 

Abdomen is on a level with the ribs in the middle, sloping slightly 
on the sides The abdominal wall is rather firm, but without local 

n i.i jj hent d ° es not com P la * n o! Jeep pressure in epigastrium 
or gallbladder region, where palpation and percussion are nega¬ 
tive. No tenderness in the back. 6 

rile patient has had trouble with his teeth for a long time. Many 
of them are missing; those present are mostly carious. Gums are 
2f r a P° n gy..with some ulceration, especially in the lower law. 
i he diagnosis of angioneurotic oedema was made, and the patient 
tTt S ,Ue7 remain under the care of his home physician, and 

rit ir” T'w5 da? ° f a 1 P er eent - ■*«*» of initroglycerin. 

• i stenographer, American, aged twenty-one 

nn Oril^ii inni the In , e<kco1 cIin!c of the University Hospital 
on October _3 1903, complaining of swellings of the hands, legs, 
and larynx, and of “stomach trouble.” 

m Tke Patient’s father is living and in good health. 
His mother is living but has swelling of her hands similar to that 

blot, pa r c " ; she , a s0 n‘ as stomach trouble. The patient has two 
brothers living and well. His mother gave birth to one stillborn 

0ne - S : S r' S . 1Vlng , ; an y blow on her face will cause it to swell. 

Materoaf“ ^J* & ° f d S htecn of “epilepsy.” 

- latemal grandmother living and in good health at the age of 
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dghty-threc years. Maternal grandfather died of unknown cause. 
Nothing was known of the paternal grandparents. No history of 
importance in other relatives was obtained. 

Personal History. The patient had “mumps” at the age of 
twelve years. Later he had “measles” and “chicken-pox.” Good 
recovery in each instance. When seventeen years old he had 
“scarlet fever,” complicated with “nephritis;” since then he has 
been well, with the exception of the present disease. 

History of the Present Disease. The patient first noticed a* 
swelling in the hands when he was twelve years old. He thought 
it was due to “overheating his blood.” The swelling did not last 
long, and the patient could not tell when it was coining on; it usu¬ 
ally disappeared within forty-eight hours. Sometimes it came on 
after exertion; at other times the same amount of work caused no 
swelling. Later swellings appeared in his feet, then in his knees 
and elbows. Patient says die swelling seems to be more in the 
joint than in the muscles. Riding a bicycle has caused swelling 
of the scrotum and then of the penis. The symptoms gradually 
became worse. Since the attack of .scarlet fever the patient’s throat 
has troubled him, his voice being husky at times. Four years ago 
the patient had “oedema of the glottis,” and tracheotomy was 
performed. He was unconscious at this time. He was confined 
to his bed for three weeks after the operation, during which time 
he says his temperature once reached 106°. While in bed the 
skin on the palms peeled off. It was at this time that his doctor 
told him he had had scarlet fever; the urine became black, and 
the specific gravity was 1.008, according to the patient. It was 
about two months before the tracheotomy wound healed; previous 
to the healing there was a discharge from the wound with a “fierce” 
odor. His throat at this time was so sore that he could eat no solid 
food. After recovering from this illness the patient was in fairly 
good condition, except for occasional swellings, until April, 1903, 
when he had another attack of oedema of the glottis. This came 
on in the morning. At noon he was unable to eat his dinner, and 
at 6 p.m. of the same day he was unconscious, and a second trache¬ 
otomy was performed. On July 13, 1903, the patient noticed a 
swelling “under the shoulder-blade” on rising in the morning. 
He says this gradually worked up his back, and he noticed swelling 
in his throat about 4 p.m. of the 13th. At this time he used a gargle 
containing carbolic acid. After eating supper he gradually became 
worse until midnight, when intubation was tried. This failed, and 
a trocar was thrust into the trachea. He was in bed five days at 
this time. About the middle of August, 1903, he again had symp¬ 
toms of cedema of the glottis, which subsided with steaming. At 
times coincident with the swelling in the skin the patient suffers 
from nausea, vomiting, and sharp pain in the epigastrium, lasting 
one to two days. He can assign no definite cause for these attacks. 
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The patient is obliged to do light work, avoiding much exercise, 
because of the liability to produce swelling. He takes his meals 
regularly. Appetite is good. Does not use tobacco. Uses alcohol 
very moderately. He drinks tea and coffee with his meals. 

On admission to the hospital at 8.30 p.m. on October 23d, Dr. 
Alexander noted a puffiness all over the right hand and foot, espe- 

£ I ft if ? ark . ed OD ?! P aImar surface °f the thumb. No oedema 
m left hand or foot. A few slightly raised red patches over thorax 
more numerous over sternum. Irregular, red, slightly raised 
patches over abdomen. .Skin over the rest of the bddy of good 
£, c ' shghtl y molst - Temperature, 97°; respirations; 24; 

October 24, 1903. Laiyngoscopic examination by Dr. Dock 
Larynx is small; epiglottis straight, but curled from side to side. 
iRterarytenoid space deep. Entire mucous membrane red and 
lghtly swollen. False vocal cords project inward, almost cover¬ 
ing the true cords in phonation. Cords slightly red. Trachea 
small, moderately congested. Blood pressure (Riva Rocci) 138 
mm. Hg. Nitroglycerin gtt. j of a 1 per cent, solution, ordered 

134^o l37 : ,nm lr ir 7° d ° S “ (? P,M P* P ressure (R™ Rocci) 
ireiBK 1 're. ” lood examination shows 4,560,000 red cells, 

10,186 whites, and 100 per cent, of haemoglobin 

n„i v« SbUV f - PrTO / M: Temperature, 9S°; respirations, 20; 
pulse, 76, regular moderate nse, good tension. Systolic pressure 

Ho. P?n kS mo ‘J,' fica,1 °n '.’ f tbe R!va Rocci apparatus, 125 mm. 
Hg. at 10 A.M. Patient is in active dorsal position; mind is clear 
expression natural. Usual weight, 145 pounds. Before second 
tracheotomy (April, 1903) weighed 160 pounds. Present weight, 146 
pounds stripped. Height, 5 feet Ilf inches. Patient is well built, 
frame fairly strong. Panmculus small. Muscles fairly developed 

nnlhT- 7 °T Ule ngh ‘ angle ofjaw is a body about one and 
one-half inches long, of the thickness of a lead-pencil, which runs 
from below upward and backward; surface slightly uneven, no 
pulsation imt. Lymph glands negative. Slight swelling on dorsum 
cL n ft haad over , t . he carpal and bases of the metacarpal bones, 
bkm not red or shiny here. Same condition on sole of left foot 
ispecraUy over the base of the great toe. Right hand and foot nega¬ 
tive to-day. Joints otherwise negative. Skin shows slight flush 
over thorax Acne eruption of moderate extent over shoulders, 
liie rest of tbe skin is of good color; moist. 

Pupils equal, react well. Sclerotics clear. Conjunct™ of good 
color. Lips show trace of cyanosis. Teeth are in good condition, 
longue IS moist, not swollen; has very thin, white coat. Voice is 
tmsky; can scarcely speak above a whisper. 

Neck shows a scar about 3 cm. long, the width vaiying from i to 
*£"■ I( j . 1S seated in the middle line just below the thyroid 
cartilage, skm pinkish over it On swallowing the lower half of the 
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scar moves upward, being attached to the structures beneath. Right 
lobe of thyroid gland palpable; left not palpable. 

Thorax well formed. Expansion good and symmetrical. Per¬ 
cussion note slightly higher pitched and less resonant over upper 
left front; otherwise negative. Auscultation gives slightly increased 
vesicular over left apex anteriorly; with this exception normal 
vesicular throughout. Auscultation of spoken voice negative. 

Heart: Apex just visible and palpable in fourth intercostal 
space in the nipple line. Dulness slightly increased to the left. 
Both sounds heard well at apex; the first is followed by a very faint, 
soft, blowing murmur, which is not transmitted into the left axilla, 
but is heard in the third intercostal space at the left edge of the 
sternum. The second sound at the apex is clear. Pulmonic area: 
sounds clear, no accentuation. The first aortic sound is replaced 
by a very faint blowing murmur, which is not heard under the 
sternum. First sound at tricuspid area roughened. 

Abdomen is just below the level of the ribs and is symmetrical. 
Walls moderately tense. Spleen and liver not palpable. No 
tenderness. 

Toward the end of the examination the skin of the thorax showed 
a mottled erythema. 

Examination of stool: large, brown, consistency of thick soup, 
some foam; odor foul; small amount of mucus; a few leukocytes; 
no red blood cells. 

Urine: Day sample (7 a.m. to 7 p.m.) amounted to 800 c.c.; 
specific gravity 1.013; reaction neutral; slightly turbid; sediment 
was small in amount and contained a few polynuclear neutrophiles. 
Night sample (7 p.m. to 7 A.M.), 120 c.c.; specific gravity 1.030; 
neutral, pale yellow, moderately turbid; sediment large in amount, 
and contained many leukocytes and a few cylindroids. In both 
samples tests for sugar were negative; a trace of albumin was found 
in the night sample; no casts; no erythrocytes. 

26th. Urine presented similar macroscopic and microscopic 
appearances. A differential count of the white cells of the blood 
showed the following percentages: 


Lymphocytes. 22.09 per cent 

Mononuclears.8.48 “ 

Transitional^. 2.95 " 

Polynuclear neutrophiles.64.01 " 

Polynuclear eoslnophlles.2.S6 “ 


At 7.30 p.m. several fresh drops of blood were examined for 
filaria, no parasites being found. 

21th. Patient given an Ewald test breakfast. It remained in the 
stomach one hour, at the end of which time 100 c.c. were obtained. 
Had normal stomach odor. Contained an excess of mucus. Peptic 
digestion 8.5 (Mett) in ten hours. The fluid, examined chemically, 
showed free HC1, 30; loosely combined HC1, 12; total acidity, 52. 
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The microscope showed a moderately large number of leukocytes. 
Towelling of the left hand and foot has largely disappeared 

The urine of October 27th and 28th continued to show leuko¬ 
cytes; otherwise it was negative. 

28lh. The patient complains of severe pain at the end of p eni s 
on micturition. This has been bothering him for the last few days, 
and is worse to-day. Ewald breakfast 
r '"' " given. Remained in stomach one 

hour and five minutes; 130 c.c. were 
obtained. Lavage showed blood and 
a large piece of tissue. Odor normal. 
Free HCl, 11 ; loosely combined HCl, 
10; total acidity, 28. No lactic acid; 
peptic digestion 2.2 mm, in nine and 
one-half hours. Microscopic exami¬ 
nation revealed a few yeast cells. 

29t/i. Patient did not sleep well. 
At t a.m. felt sick at his stomach, 

• and refused Ewald test breakfast. 
During the forenoon and early after¬ 
noon the patient vomited a light- 
greenish fluid several times, and com¬ 
plained of pain in his stomach. At 
3 p.m. the stomach-tube was passed 
and the organ was washed. The 
patient did not vomit again until 8 
p.m., having slept about an hour pre¬ 
vious to this time. At 11 p.m. the 
patient was extremely nauseated and 
vomited considerably. Says he often 
has these attacks, lasting one to two 
days. Retching and vomiting con¬ 
tinued, and at 1 a.m. on October 30th 
the stomach was washed again. Wash¬ 
ings showed an excess of mucus; no 
solid particles. 

The leukocytes in the urine now 
became about equally numerous in 
day and night samples. The microscopic examination showed 
a good many red blood cells in a mass resembling a small clot 
only a few cells being scattered through the field, and a moderate 
number of leukocytes. In a preparation stained with methylene 
blue a few polynuclears and many small, round, epithelial cells 
with centrally placed nucleus, lioth singly and in patches. Many 
cellular casts; the latter were still present on the following dav. 

Albumin about 1:30 by volume. ‘ ' 
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30 th. Patient feels better to-day. Nausea, vomiting, and pain 
in epigastrium have ceased. 

31st. The patient received a third Ewald breakfast to-day. 
This remained in the stomach one hour and five minutes; amount, 
100 c.c. Chemical examination, quantitative, showed free HC1, 6; 
total acidity, 32. 

Fia. Z 



Portion of gastric mucosa removed by stomach-tube from Casa IL of angioneurotic ccdema. 
Extreme ccdema of stroma. 


The condition of the patient remained unchanged up to Novem¬ 
ber 2, 1903, when he left the hospital. 

The piece of tissue which was obtained in the stomach washings 
from Case II. on October 28th was placed immediately in absolute 
alcohol and sent to the pathological laboratory for examination. 
The report which Dr. Warthin has made follows: 

Tissue received from Dr. Dock’s clinic with following description: 
“Semitranslucent, almost jelly-like bit of tissue obtained from 
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^omach washing of patient S. Put at once into strong alcohol.” 
The tissue was examined by me in alcohol as soon as received. 
The bit measured 13 mm. in greatest length, 7 nun. in greatest 
breadth, and 4 mm. in greatest thickness. It was soft, white, 
smooth on one surface and slightly rough and ragged on the other, 
suggesting a portion of the mucous membrane. The size of the 


Flo. 3. 


Portion orsutrtc »«« removed by slom.ch.tube from Case II. of .ngtoneurolfc ademm 
Extreme CDdema. Great dilatation of lymph spaces and vessels. 

bit was, however, taken as an argument against its being a portion 
of the gastric mucosa, as of the many bits obtained from stomach 
washings examined^ in the laboratory none had ever approached 
this in size. The tissue was embedded [in paraffin and stained in 
hematoxylin and eosin. Van Gieson's, and kresyl-echt-violett. 
Microscopic examination showed, however, that the piece was 
gastric mucosa, most probably from the pyloric end, as few parietal 
cells were found in the glands and as numerous lymph nodes were 








morris: angioneurotic (edema. 


821 


present, the character of the sections corresponding in general to 
that of glands from the pyloric end of the human stomach. The 
entire tissue presented the picture of an extreme cedema of the 
interstitial tissue, the lymph spaces and vessels being enormously 
dilated, the cells of the stroma being separated by wide spaces or 
vacuoles and the supporting fibres in many places separated into 
their ultimate fibrillte. The glands as a rule were somewhat loosened 


Fla. 4. 



Portion of gastric mucosa removed by stomach-tube from Case IL of angioneurotic {Edema. 
Small lymph follicle, showing marked cedema. 

or contracted from their basement membranes and vacuoles were 
found in some of the epithelial cells. No excess of mucous formation. 
The cedema, however, was chiefly confined to the interstitial tissue, 
hence the suspicion of the tissue having been water-soaked, which 
was entertained at first sight, was not supported. The appearance 
of the vacuoles in the stroma and the dilation of the lymphatics 
gave, moreover, the impression of a fluid confined under pressure. 
A very finely granular precipitate staining red with eosin in the 








822 


morris: angioneurotic cedema. 


lymptatics and a b°ut the edges of the vacuoles was taken as evidence 
of the slight albumin content of the fluid. Numerous small round 
cells were present in many areas, to a greater extent than is usually 
found m normal gastnc mucosa. Many of the stroma cells con¬ 
tained vacuoles and were spherical and swollen. The small e r 
lymph nodes showed likewise an extreme cedema, the cells being 
widely separated. In the larger lymph follicles the oedema was 


Fio. a. 


Portion removal by .wnurcb.lube Horn CunII. ol nnrlonenreUc ccdemn. 

Lame lymph node, ehowlng redema or Hie peripheral sod central portions. 



most marked about the periphery of the node and in the central 
portion, the cells in these places being widely separated. From all 
the appearances a diagnosis was given of “extreme cedema of 
gastnc mucosa, non-mflammatory. in origin.” 

As we see from this report, the possibility of the tissue being 
water-soaked was considered. This is excluded, however, not only 
bj the practical limitation of the cedema to the interstitial tissue, 
but also by the fact already mentioned, namely, that the tissue was 
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placed in absolute alcohol as soon as it was removed from the 
stomach. Incarceration of the mucosa within the end of the stomach- 
tube is another possibility which it is necessary to keep in mind, 
but which can be dismissed in the present instance, as the removal 
of the test meal with the subsequent lavage was performed by an 
experienced operator. As the piece of tissue was undoubtedly 
obtained from a wound inflicted by the end of the tube at the time 
when the stomach was being washed, the conclusion is forced upon 
one that there was an acute, non-inflammatory oedema of the 
gastric mucosa. 

(Edema has been looked upon from the first as. the probable 
cause of the gastric symptoms so frequendy associated with angio¬ 
neurotic oedema. Quincke, 1 reasoning from analogy, looked upon 
the nausea, vomiting, and pain as manifestations of local oedema 
of the stomach. He says, “Auch auf Magen- und Darmschleim- 
haut diirften, nach den in einem Falle anfallsweise auftretenden 
gastrischen und intestinalen Symptomen zu schliessen, solche um- 
schriebenen Schwellungen vorkommen.” It is possible, also, that 
the periodic vomiting described by von Leyden 3 is to be attributed 
to oedematous swellings of the wall of the stomach. Attacks of 
colic of obscure origin have recently been shown by Osier/ 5 to be 
manifestations of the erythema group of skin diseases, in which 
angioneurotic oedema is included. Striibing 2 considered'the gastro¬ 
intestinal symptoms the result, in part, of a local (edema, though 
unwilling to admit that oedema may explain all the symptoms on 
the part of the digestive tract; nor is it possible to disprove his 
view. Osier 0 was among the early writers upon the subject to 
indicate the probability of the stomach and intestinal symptoms 
being due to a local oedema; a view which he has recently reaffirmed. 
Fox 7 says; “It is generally conceded that the bronchial mucous 
membrane may be involved and a true asthma result, coinciding 
or alternating with outbursts of cutaneous urticaria. The implica¬ 
tion of the digestive tube is less certain; but many authors, such as 
Gudneau de Mussy, accept the doctrine and thus explain certain 
intestinal attacks characterized by pains, diarrhoea (sanguinolent 
or not), mekena, or tympanites. L)rs. J. J. Pringle and Hillier 
Chittenden have recorded cases of hcematemesis suspected to own 
a similar cause, and Dr. Galloway has observed a wheal in a rabbit’s 
stomach.” Many other instances in the literature might be cited 
in which the nature of the gastrointestinal disturbances in angio¬ 
neurotic oedema was similarly surmised. 

The fall in free hydrochloric acid and in the total acidity coinci¬ 
dent with the development of the stomach symptoms in Case II. 
may have been due to oedema of the mucosa. It is possible that 
the pain may also be explained by a stretching or pressing of the 
nerves or nerve endings. 

As far as I have been able to determine from a careful review 
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of pie literature, this is the first case of angioneurotic oedema in 
which it has been demonstrated that an oedema existed in the 
mucous membrane of the stomach synchronously with an attack 
of nausea, vomiting, and pain. Galloway’s finding in the stomach of 
a rabbit is the only comparable instance which I have met with. 
My efforts to consult his original article have been unsuccessful. 
To conclude that all attacks of gastric disturbance met with in 
acute circumscribed cedcma are attributable to local oedema of the 
stomach wall would be unwarrantable. To assume that a simple, 
non-inflammatory oedema is the only pathologico-anatomical alter¬ 
ation which may occur in the stomach in this disease would be 
equally unjustifiable. We can state positively, however, that 
simple oedema of the stomach wall does occur concomitantly with 
attacks of nausea, vomiting, and epigastric pain at times, at any 
rate, and that the probability of local oedema lying at the base of 
practically all of the gastrointestinal symptoms in angioneurotic 
oedema is greatly strengthened by this report. 

It is with pleasure that I acknowledge my indebtedness to Dr. 
Warthin for the time and labor which he devoted to the preparation 
of the accompanying photomicrographs. 
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PRIMARY CARCINOMA OF THE DUODENUM. 

Br N. E. Bbill, A.M., M.D., 

ATT END I NO PHYSICIAN TO MOUNT SINAI HOSPITAL, NEW YORK. 

Text-books, systems on internal medicine with few exceptions, 
and even monographs on diseases of the intestines, are singularly 
silent or give very little attention to malignant neoplasms of the 
duodenum. Indeed, such tumors occur in that part of the intestine 



